Conclusion: Integration described here is a successful approach towards addressing RH needs faced by HIVinfected patients
I. Introduction
Sub-Saharan Africa carries a huge burden of the global HIV epidemic with nearly two-thirds of those living with HIV/AIDS residing in this region. 60% of people living with HIV/AIDS in Africa are women in their reproductive years 1 . This pattern is typified in Kenya, where 60% of the estimated 1.4 million adults who are HIV-infected are women of reproductive age 2 . Evidence from these countries reveal that combined antiretroviral therapy(cART) has dramatically improved the survival and quality of life for HIV-infected patients [3] [4] [5] . Despite this fact, issues of fertility and childbearing have received relatively little attention 6 . HIVinfection modifies but does not eliminate reproductive desires, and intentions among HIV-infected patients. These patients continue to be sexually active and some have strong desires for biological children. On the other hand, some HIV-infected patients wish to avoid pregnancy due to fears of partner and infant infection, history of a previously HIV-infected baby and community disapproval associated with HIV and reproduction. Earlier research suggested that, in the absence of treatment, women who are HIV-infected were less sexually active compared to their uninfected counterparts, because of higher morbidity 7, 8 .There is proof presently that, the success of prevention of mother-to-child transmission of HIV/AIDS (pMTCT) programs may alter attitudes in favor of childbearing 6, 9, 10 . In addition, clinical improvements and perceptions of reduced infectivity associated with the increased use of cART are anticipated to increase sexual activity among HIV-infected patients 11, 12 . A study in South Africa, showed that fertility desire was associated with an increasing duration of cART among female participants HIV-infected women also have a much higher risk of human papillomavirus infection and consequently are at heightened risk for pre-invasive and invasive neoplasia of the cervix. During the pre-HAART era the lack of cervical cancer screening among HIV-infected women probably had little influence on their life expectancies because of the high competing mortality associated with HIV disease 13, 14 but this has changed in the HAART era. HIV/AIDS care and treatment programs provide an ideal platform to integrate cervical cancer prevention activities in resource constrain countries which face a dual burden of both HIV/AIDS and cervical cancer 15 . Limited access to cervical cancer prevention services currently is a counterforce to the life-prolonging potential of increased access to affordable antiretroviral therapy. Cervical cancer prevention strategies that use visual inspection with acetic acid (VIA) and same-visit cryotherapy ("see-and-treat") are costeffective alternatives to cytology-based screening programs. These procedures can be performed by nurses and other non-physician health-care workers and allow screening and treatment to be linked to the same clinic visit. In Zambia VIA-based prevention services that are nested within the context of antiretroviral therapy programs allow early detection of cervical cancer in high-risk HIV-infected women in a cost-effective way 16 . In light of this considerable evidence, HIV-infected patients like their uninfected counterparts have reproductive needs and rights, the United States Agency for International Development-Academic Model for Providing Access To Healthcare (AMPATH) started a pilot module to integrate reproductive health services into its HIV care.
Broad Aim
To integrate reproductive health (RH) services into the AMPATH Eldoret module I HIV clinic.
Specific Aims
1) To integrate the following RH services into HIV care: counseling and provision of contraceptive services, screening for sexually transmitted infections (STI), cervical cancer screening with visual inspection with acetic acid (VIA) and Loop Electrosurgical Excision Procedure(LEEP), antenatal care, and postnatal care.
2) To describe the feasibility and uptake of these services among HIV-infected women.
II. Methods

Study Design
This was a clinic-based descriptive study of phase I of integrating RH services into HIV care. Results presented were collected during an 18 month pilot period of the study. 
Study site and setting
This study was carried out in the Eldoret module I clinic of the AMPATH program. The AMPATH program described elsewhere 3, [17] [18] [19] 
Original AMPATH care model
In the original AMPATH care model, the HIV clinic and the RH clinic were each vertically integrated and run independent of one another. The HIV clinic is run under the department of internal medicine and the RH clinic is run under the department of reproductive health. Patients who needed RH services (contraception, cancer of the cervix screening, STI screening, antenatal and postnatal care) were referred to the RH clinic after their appointment in the HIV clinic. In this model, it was the patients responsibly to ensure that they had their RH appointment after referral from the HIV clinic. Unlike HIV care which is provided free of charge, services in the RH clinic require patients to co-pay. The HIV care protocol has a well-structured outreach program for following loss to follow up patients, a luxury that is not available in the RH care protocol. Two challenges were observed based in this model of care. To start with, patients who managed to get RH clinic appointments had an increased burden of hospital visits. Secondly, there was a relative underutilization of RH services by HIVinfected patients due to the fact that getting an RH appointment depended solely on the individual patient and the RH care protocol was short of an outreach program analogous to the one in the HIV clinic.
Reproductive Health and HIV Care Integrated Model
Integration of RH services into HIV care pilot study started in October of 2007 and is still ongoing in AMPATH"s Eldoret module I clinic. In this model, RH services are housed within the HIV clinic and a hybrid of both vertical and horizontal integration is utilized. The vertical nature of both RH and HIV care is maintained to ensure that the focus and specific nature of these two service provisions is not weakened by a complete horizontal integration. The link between the two services forms the horizontal nature of the model and at module level both services are run under the same in charge. Services that are horizontally integrated are: the "one-stopshop" nature of care, same-visit appointments, patient flow logistics, central check in and check out, use of same patient charts and filling, consultations, outreach services for loss to follow up patients, module progress meetings and passage of same messages on: adherence, importance of contraception, disclosure, and approach to future fertility desires. HIV-infected women receive both HIV care and RH services in the same module "onestop-shop" care. The RH services offered are: counseling and provision of contraceptive methods, cancer of the cervix screening and LEEP, STI screening, antenatal care and postnatal care. Both HIV care and RH services are offered to HIV-infected women on the same-visit. After receiving HIV care patients are referred to the reproductive health room which is within the HIV clinic and forms part of patient flow in the clinic.
Study Population
HIV-infected women being cared for in the AMPATH Eldoret module I HIV clinic formed the study population. The specific eligibility criteria for: family planning was all HIV-infected women, antenatal care was pregnant patients, postnatal care was postnatal patients during their first postnatal clinic visit and cancer of the cervix screening was patients eligible for the cervical cancer screening study.
III. Data Collection, Management and Analysis
Five data collection forms are used in the integrated model, three exclusively designed for RH data collection (family planning/STI, antenatal and postnatal forms). The other two forms are the routine HIV care AMPATH adult initial and return visit forms .The RH forms collects information as described under protocols and form section. The routine HIV care adult encounter form collects data on patients HIV care and management. In addition to the forms the RH nurses keep diaries which are used to log in the RH services offered to patients. Data from all these forms are entered into the AMPATH Medical Records System (AMRS) which is a secure computerized database which uses an SQL platform. Data was extracted into SAS from the data base and manually from the diaries for this analysis.
IV.
Results
We were able to integrate RH services into the HIV clinic. Patients and healthcare providers liked the integrated model. Patients were able to get same-day services under the same roof. At the end of the 18 month pilot period, total of 3135 HIV-infected women were seen in the RH clinic. Of these, 1420(45%) were counseled and provided with modern family planning and STIs. There were 565(40%) women who were provided antenatal services, and 169(12%) postnatal mothers were provided postnatal services. A further 150(11%) women were screened for cancer of the cervix and among these, 46(31%) LEEP"s were performed.
V. Discussion
Integration of RH services into HIV care is one of the feasible ways of ensuring that HIV-infected women get access to sexual and reproductive health services which is fundamental to the well-being of women. Integration such as described in this model is essential in ensuring that HIV-infected women get access to RH services: contraception, STI screening, antenatal care, postnatal care and cancer of the cervix screening. HIV is a special disease because of the stigma and labeling associated with it. Currently its chronic nature due to the positive effects of cART [3] [4] [5] complicates it more by making its management infinite. HIV care is traditionally a vertical program due to the fact that it was an epidemic with high mortality rates and access to ARV"s was a priority then. For this reason services that are not directly related to HIV disease like reproductive health services were not emphasized.
This study was not without challenges. The main challenge was having two traditionally vertical programs run under one roof and ensuring that the horizontal component functions well without erasing the important components of the vertical arm. We overcome this challenge by having the health care providers from both teams agree on what services to horizontally integrate coupled with an intensive sensitization and training of health care providers. The other challenge was a snail pace start at the beginning of the pilot which improved when the results of the integration began evident to the healthcare providers and patients.
VI. Conclusion and Recommendation
From the study it came out clearly that HIV patients equally require reproductive health services. Thus provision of reproductive health services within an HIV care program as described in the study is a successful approach towards addressing reproductive health needs faced by HIV infected patients. The study also realized that both pregnancy and almost all HIV infections start with sex and until this intimate relationship between the two is realized, prevention of HIV will remain a mirage for a very long time. This integration is viable, feasible and cost-effective in resource limited settings like sub-Saharan where patients lack resources to attend all hospital appointments, which except for HIV care (offered free of charge) they are required to pay for services. We recommend that care programs and funding agencies should incorporated reproductive health services into HIV care.
